Background Coronary artery disease (CAD) is a leading cause of death in elderly because aging is the important non-modifiable risk factors of atherosclerosis and also a predictor of poor outcomes. Underuse of guideline directed therapy may contribute to suboptimal risk factor control and worse outcomes in the elderly. We aimed to explore the management of CAD, risk factors control as well as goal attainment in elderly compared to nonelderly CAD patients. Methods The CORE-Thailand is an ongoing multicenter, prospective, observational registry of patients with high atherosclerotic risk in Thailand. The data of 4120 CAD patients enrolled in this cohort was analyzed comparing between the elderly (age ≥ 65 years) vs. nonelderly (age < 65 years). Results There were 2172 elderly and 1948 nonelderly patients. The elderly CAD patients had higher prevalence of hypertension, dyslipidemia, atrial fibrillation and chronic kidney disease. The proportion of patients who received coronary revascularization was not different between the elderly and nonelderly CAD patients. Antiplatelets were prescribed less in the elderly while statin was prescribed in the similar proportion. Goal attainments of risk factor control of glycemic control, low density lipoprotein cholesterol, and smoking cessation except the blood pressure goal were higher in the elderly CAD patients. Conclusions The CORE-Thailand registry showed the equity in the treatment of CAD between elderly and non-elderly. Elderly CAD patients had higher rate of goal attainment in risk factor control except blood pressure goal. The effects of goal attainment on cardiovascular outcomes will be demonstrated from ongoing cohort.
Introduction


The aging population has become an important health issue globally due to the increased life expectancy of the population. Coronary artery disease (CAD) is a leading cause of death in this population [1] because aging is the cru-cial non-modifiable risk factor of atherosclerosis and also a predictor of poor outcomes. [2, 3] The management of CAD medically and invasively have been shown to be beneficial in elderly in the same way as nonelderly. [4, [5] [6] [7] Moreover, due to the higher risk for adverse outcomes, several treatments such as statin showed the greater magnitude of benefits in elderly. [8, 9] However, those treatments may be underused in elderly. Several cohorts of acute coronary syndrome (ACS) have demonstrated the lower rate of evidence-based therapy and higher rate of adverse outcomes in elderly population. [10] [11] [12] [13] Elderly patients undergoing percutaneous coronary intervention (PCI) also received lower rate of drug-eluting stent used. [14] http://www.jgc301.com; jgc@mail.sciencep.com | Journal of Geriatric Cardiology There are several factors affecting decision making on treatments including the different pharmacological effect of medications in elderly, co-morbidities, and the higher incidence of complications of interventions. In order to improve outcomes in the elderly, the current clinical practice in management of CAD as well as risk factor control should be explored. However, the information regarding management of stable CAD in the elderly is still limited. Therefore, we analyzed the data of CAD patients enrolled in prospective cohort study of high atherosclerotic risk population in Thailand (CORE-Thailand). We aimed to study the management of CAD, risk factors control as well as goal attainment in elderly CAD patients compared to nonelderly CAD patients.
Methods
The CORE-Thailand is an ongoing multicenter, prospective, observational registry of patients with high atherosclerotic risk in Thailand. The patients aged 45 years or older with established CAD, cerebrovascular disease (CVD) or peripheral arterial disease (PAD), or with ≥ 3 atherothrombotic risk factors (diabetes mellitus or impaired fasting glucose, hypertension, dyslipidemia, chronic kidney disease, current smoking, men aged 55 years or older, or women aged 65 years or older and family history of premature atherosclerosis) were enrolled during April 2011 to March 2014. Patients with following conditions were excluded from the cohort; patients who had acute atherosclerotic event within 3 months, had large aortic aneurysm indicated for surgery, participated in a blinded clinical trial, had limited life expectancy from non-cardiovascular condition such as cancer or documented human immunodeficiency virus (HIV) infection, or those who might have difficulty returning for a follow-up visit. Physical examination and laboratory data were recorded from medical record at enrollment. Available information was used to determined goal attainment.
Data were collected locally using a standardized case report form and forwarded to the data management group of Medical Research Network of the Consortium of Thai Medical Schools (MedResNet). The data management group and statistician performed quality data checks before data analysis. The annual site monitoring was performed randomly.
Definitions
The criteria for documented CAD consisted of 1 or more of the following criteria: stable angina with evidence of CAD by noninvasive study or coronary angiogram, history of unstable angina with evidence of CAD by noninvasive study or coronary angiogram, history of myocardial infarction (MI), history of PCI, or history of coronary artery bypass graft surgery (CABG). Polyvascular disease was defined as co-existing between CAD and CVD or PAD.
Patients with CAD were enrolled in this analysis. Patients aged 65 years or older at study enrollment were classified as elderly.
Goal attainment of risk factors was considered individually as following; systolic blood pressure (SBP) < 140 mmHg and diastolic blood pressure (DBP) < 90 mmHg, HbA1C < 7 %, low density lipoprotein cholesterol (LDL-C) < 70 mg/dL, and no current smoking. Good risk factor control was defined if 3 from 4 risk factors attained goal.
Statistical analysis
Continuous variables are expressed as mean ± SD and compared between groups by the Student-t test or one-way analysis of variance (one-way ANOVA) where appropriate. Categorical variables are expressed as frequencies and percentages, and compared between groups by the Pearson χ 2 test. Statistical significance was considered as a 2-tailed probability of less than 0.05. Statistical analysis was performed using SPSS version 19.
Results
Clinical characteristics of CAD and atherosclerotic risk factors
From 9390 patients in the CORE-Thailand cohort, 4120 patients had established CAD. Among these, 2172 patients were 65 years or older. Mean age of elderly CAD and nonelderly CAD patients were 73.2 ± 5.9 and 57.1 ± 5.1 years ( Table 1 ). The elderly CAD group had lower proportion of men compared to nonelderly CAD (61.7% vs. 74.4%, P < 0.001).
The elderly CAD patients had higher prevalence of stable angina (31.2% vs. 26.6%, P = 0.001) and less prevalence of prior myocardial infarction (56.6% vs. 63.1%, P < 0.001) at enrollment. The median time from the latest events was 3.00 (range 1.00-6.00) years. The prevalence of poly-vascular disease were higher in elderly CAD (8.8% vs. 6.4%, P = 0.003).
Hypertension and dyslipidemia were more prevalent in elderly CAD patients than non-elderly patients (79.4% vs. 67.6% and 80.9% vs. 75.7%, P < 0.001 for both comparisons) while the prevalence of dysglycemia was similar (42.2% vs. 42.6%, P = 0.085). The elderly CAD patients had lower body mass index (BMI) and waist circumference than non-elderly CAD (86.8 ± 11.6 vs. 89.0 ± 11.1 and 24.3 ± 8.6 vs. 25.8 ± 7.8, P < 0.001 for both comparisons). Eld- erly CAD patients had more atrial fibrillation (6.3% vs. 2.9%, P < 0.001) and chronic kidney disease (22.5% vs. 12.4%, P < 0.001).
Management of CAD
Regarding pharmacological therapy, elderly patients received less anti-platelet therapy including aspirin (89.5% vs. 93.1%, P = 0.001), clopidogrel (42.7% vs. 45.8% P = 0.048) as well as dual anti-platelets (37.0% vs. 42.7%, P < 0.001) ( Table 2 ). Warfarin was prescribed in similar proportion in elderly and non-elderly CAD patients (4.5% vs. 3.4%, P = 0.079). Statin was prescribed in 94% of both groups. Ezetimibe and combination of stain and ezetimibe were prescribed similarly in elderly and non-elderly CAD patients (5.0% vs. 5.2%, P = 0.832 and 4.7% vs. 5.0%, P = 0.717 respectively). Glucose lowering agents were prescribed in a similar proportion for both groups except biguanide which was more common in non-elderly patients (24.3% vs. 19.8%, P < 0.001). The elderly patients received less angiotensin converting enzyme inhibitor (ACEI) but higher angiotensin receptor blocker (ARB) than nonelderly CAD patients (35.5% vs. 42.2%, P < 0.001 and 32.1% vs. 22.9%, P < 0.001 respectively). Elderly CAD patients received beta-blocker in lower proportion than nonelderly (80.1% vs. 84.3%, P = 0.001) while received calcium channel blocker (CCB) and nitrate in higher proportion (35.4% vs. 23.5% P < 0.001 and 42.4% vs. 37.3%, P < 0.001 respectively). Regarding coronary revascularization, both groups received revascularization comparably. However, the elderly CAD patients had history of CABG in the higher proportion than the non-elderly patients while they underwent PCI in the less proportion than the non-elderly patients. (13.4% vs. 10.0%, P = 0.001 and 60.7% vs. 65.9%, P = 0.002 respectively).
Goal attainment of risk factor control
From available data, goal attainment of risk factor control was evaluated individually as well as combined. Lower ; P = 0.175). The differences in goal attainment were significant after the adjustment for potential confounders including age, gender, type of coronary artery disease, concurrent risk factors, body mass index, waist circumference, estimated glomerular filtration rate, medications. Due to the nature of observational study in real life practice, laboratory investigation was performed according to physicians' practice. Therefore we compared the clinical characteristics of patients with and without complete laboratory data. Patients with complete data had more prevalent of comorbidities including hypertension (76.6% vs. 67.1%), diabetes (51.2% vs. 21.3%), dyslipidemia (83.8% vs. 67.4%), chronic kidney disease (19.7% vs. 13.1%); all P < 0.01.
Discussion
Cardiovascular disease is the important health problem in elderly causing limited quality of life as well as economic burden. Optimal management of CAD and risk factor control has been shown to improve outcomes in elderly and non-elderly population and should be emphasized. Prior registries have demonstrated the negative impact of age on guidelines-recommended care leading to the poorer outcomes in elderly patients with ACS. [13] Our analysis of the CAD patients from the CORE-Thailand registry pointed out the high prevalence of conventional atherosclerotic risk factors in both elderly and non-elderly CAD patients. Elderly patients received less antiplatelets but received statin in similar rate to non-elderly. Both groups received coronary revascularization (either PCI or CABG) in the similar proportion. The elderly CAD patients achieved higher rate of goal attainments of risk factor control compared to non-elderly patients except blood pressure control.
Management of CAD has been shown to improve prognosis and symptoms. Medical therapy that reduce cardiovascular events in stable CAD are antiplatelet, statin, beta blocker during 3 years after ACS in normal left ventricular ejection fraction (LVEF) or life-long in patients with impaired LVEF, and renin-angiotensin aldosterone system blockage with ACEI or ARB. [15, 16] The CAD patients in this cohort received antiplatelet therapy in high proportion compared to previous registry, [17] even though the elderly CAD patients received less antiplatelet than nonelderly. The concurrent atrial fibrillation or atrial flutter indicating warfarin use may contribute to reduction of antiplatelet use in stable CAD.
There are several potential factors associated with lower rate of blood pressure goal attainment in elderly including vascular aging, co-morbidities as well as adverse effects of medication. Due to vascular change in aging, the increased arterial stiffness causing high systolic blood pressure accompanied with lower diastolic blood pressure which is a coronary perfusion pressure. Although the benefit of aggressive blood pressure lowering has been demonstrated in elderly patients, the proportion of stable in CAD in these studies was small. [18, 19] Furthermore, the J-curve relationship between diastolic blood pressure in CAD [20] patients raised the concerns of physicians in clinical practice. Some co-morbidities such as chronic kidney disease which present more often in the elderly including our study may contribute to suboptimal blood pressure control. [21, 22] In addition, elderly population experienced more adverse effects from antihypertensive agents such as orthostatic hypotension. [23] In contrast to blood pressure control, the goal attainment of LDL-C and sugar control significantly higher in our elderly CAD patients. Even though the goal attainment rate of LDL-C in elderly was higher than nonelderly, both groups had low rate of LDL-C goal attainment. Almost all of the patients received statin but very small proportion (5%) received ezetimibe. The potency of statin was not identified in this cohort but previous cohorts in Thailand showed that two-third of the ACS patients received simvastatin. [24, 25] Low rate of high potency statin and non-statin use may contribute to low goal attainment rate. However, the long term outcomes of the LDL-C goal attainment on cardiovascular events in out cohort will be studied in ongoing cohort. Because the post-hoc analysis of RCT [26] and recent cohort [27] showed no benefit of lowering LDL-C less than 70 mg/dL, long term follow up data from our cohort population should be useful in guideline implementation. Age has been shown to be associated with glycemic control, however the association did not persist when other factors including diabetes duration, baseline HbA1C were considered. [28] In addition our elderly population had lower BMI, waist circumference which may have contributed to better glycemic control. Although glycemic goal attainment achieved in about 68%-75% of patients, tight glycemic control has not been shown to reduce cardiovascular events in high risk patients. [29] Furthermore, tight glycemic control increases hypoglycemic risk especially in elderly, therefore the HbA1C should be individualized considered according to the health status. [30] To the best of our knowledge, this is the largest cohort focusing management and risk factor control in elderly CAD patients. Even though goal attainments of risk factor control in elderly were higher than nonelderly, the attainment rates were still low especially LDL-C goal. The barriers of goal attainment should be addressed to achieve the better outcomes.
There are some limitations in our study, the factor associated with goal attainment such as patients' compliance or adverse effects of treatment were not studied. The goal attainment was collected from available data in routine clinical practice and some patients did not have available information. However, patients with co-morbidities were likely to have available laboratory data. In addition, goal attainment analysis adjusting according to co-morbidities consistently showed the higher goal attainment rate in the elderly CAD.
In conclusions, the CORE-Thailand registry showed the equity in treatment of CAD between elderly and non-elderly. Elderly CAD patients had higher rate of goal attainment in risk factor control except blood pressure goal. The effects of goal attainment on cardiovascular outcomes will be demonstrated from ongoing cohort.
